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INTRODUCTION

High trans-sphincteric fistulas are defined as those with:

Internal opening above the dentate line or
Involving > 1/3 of the external sphincter

These fistulas require careful preoperative evaluation for
definition and location.

Remain a surgical challenge.

MUCOSAL ADVANCEMENT FLAP (MAF)

Remains an attractive option for complex fistula repair
- Sphincter sparing procedure
- Painless procedure.
Although predictive factors have not been identified to explain

recurrence after MAF.

Recurrences were noted to have complete healing of the flap
except at the site of the original internal opening witaias,2007).
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MUCOSAL ADVANCEMENT FLAP (MAF)

Various technical strategies to obliterate the tract and prevent
re-opening of the original internal opening with MAF were

introduced including

- Addition of ligation of intersphincteric tract (LIFT)

- Supplementation of plugs and glues

These supplementary procedures have not decreased

recurrence rates associated with MAF (onkelin, 2012)



Change in flap shape ??
Use redundant proximal rectal
mucosa to:

Overlap the flap??
Overlap the suture line ??
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OVERLAPPING MUCOSAL ADVANCEMENT FLAP

Aim:
To evaluate whether overlapping mucosal advancement
flap (OMAF), which utilizes redundant proximal mucosa

to overlap the flap and distal suture line, enhances
outcome

Technique had been used in our division over the past
6 years.

METHOD:

Retrospective review of patients with high/complex trans-sphincteric
cryptoglandular anal fistula treated with the OMAF

Single tertiary academic medical center, division of Colon and Rectal
Surgery

January 2010 to January 2016
Operative procedures were conducted by single team of two surgeons

Exclusion criteria:
1. Insufficient follow up, defined as less than 3 months
2. Patients with non cryptoglandular fistulas
- Patients with inflammatory bowel disease or malignancy
3. Patients with previous history of radiation



METHOD

High/complex transphincteric fistulas were defined as:

Internal opening above the dentate line or involving > 1/3 of the external
sphincter.

Fistula healing was defined as:

Closure of all external openings and no reported drainage with a minimum of
3-months follow-up.

Failure of treatment was defined as:

Need for additional surgery or persistence of drainage from anal canal or a
patent external opening.

OMAF — TECHNIQUE DETAILS
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OMAF

FINAL RESULT OF
OVERLAPPING
MUCOSAL
ADVANCEMENT
FLAP (OMAF)
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SPECIAL CONSIDERATIONS

Fistulogram, Pelvic MRI or EAUS were used in indicated
cases (picture 1,2)

The involvement of the external sphincter was estimated by
clinical evaluation at the time of surgery.

Surgery for OMAF and repair was performed electively
and/or in the absence of uncontrolled sepsis.

MOHAMMED

PICTURE 1.
FISTULOGRAM




PICTURE 2.
PELVIC MRI

Fistula track

SPECIAL CONSIDERATIONS

The involvement of the external sphincter was estimated
by clinical evaluation at the time of surgery.

Surgery for OMAF and repair was performed electively
and/or in the absence of uncontrolled sepsis.

Internal opening was identified by gentle probing of the
tract (picture 3) or injection of hydrogene peroxide in the
external opening (picture 4).
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PICTURE 3.
PROBING OF FISTULA
TRACT

PICTURE 4.

IDENTIFICATION OF INTERNAL
OPENING BY INJECTION OF
HYDROGENE PEROXIDE IN THE
EXTERNAL OPENING

Hydrogene peroxide coming
from internal opening
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RESULTS

Table 1. Details of gender predominance

Gender Frequency Percent.
Males 113 90.4 %
Female 12 9.6 %
Total 125 100 %

Table 2. Distribution of fistula according to age group
Age No. of cases Percent.
20-24 9 7.2%
25-35 13 10.4%
35-44 76 60.8%
45-55 21 16.8%
56-64 4 32%
65-over 2 1.6%
Total 125 100%
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RESULTS

Table 3. Description of main presenting symptoms

Presenting symptom No. of cases Percent.
PAIN & DISCHARGE 69 55.2%
DISCHARGE 19 15.2%
DISCHARGE & ITCHING 15 12.0%
SWELLING 12 9.6%
BLEEDING 9 7.2%
INCONTINENCE 1 0.8%
Total 125 100%

RESULTS

Table 4. Details of previous interventions

Previous surgery No. of cases Percent.
Incision and drainage 36 50.7%
Fistulotomy 24 33.8%
Hemorrhoidectomy ] 11.2%
Rubber band ligation 3 4.2%
Total 71 100%

12



RESULTS

Table 5. Localization of External Opening

Site of external No. of cases Percent.
opening
Posterior 32 25.6%
Lateral 31 24.8%
Anterolateral 24 19.2%
Anterior 21 15.5%
Posterolateral 17 13.6%
Total 125 100%
Table 6. Postoperative follow up period
Follow Up Period No. of cases Percent.
6-9 months 5 4.0%
9-12 months 16 12.8%
12-15 months 83 66.4%
15-18 months 21 16.8%
Total 125 100%
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Required length of follow-up after transanal advancement flap
repair of high transsphincteric fistulas

“follow up can therefore be restricted to
the point of time on which complete
healing of the fistula is observed “

L. E. Mitalas, M. P. Gosselink, D. M, J. Oom, D. D. E. Zim

Abstract

Objective Hopan
INIOF . STE

FISTULA HEALING VS, COMPLICATIONS

Table 7. Fistula healing vs. complications

Complications Frequency Percent
Complete hééllng__; 115 92%
Flap necrosis 3 2.4%
Recurrence 3 2.4%
Perianal abscess 2 1.6%
Bleeding 1 0.8%
Perineal necrosis 1 0.8%
Total 125 100%
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WHY OMAF TECHNIQUE HAS HIGHER ¥
Postulations:

the shape of the flap is a sleeve like with minimal or no
incision with less risk of blood supply compromise.

the number of stitches is lesser than the“origin
and that also decrease the risk of bIood-«QE ply
to the edges of the flap.

the absence of lateral (sides) incision make the ri
accumulation under the flap almost nil.

covering the suture line of the flap with another layer of
proximal redundant mucosa makes the <flap
completely separate and without any contact
content at least for sometime.

stool

CONCLUSION

The overlapping modification and changing the
flap shape applied to the mucosal
advancement flap, seems to be associated with
a higher success rate than the classical
mucosal advancement flap technique.

A comparative prospective study is needed to
substantiate those results.
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